*From the Authors*:

We thank Dr. Chandrasekhar for her letter and comments in response to our recent publication ([@bib1]). A major goal of our study was to understand the community-level characteristics, such as rural residence and poverty, that contribute to chronic obstructive pulmonary disease (COPD), in addition to describing neighborhoods that face the highest burden of disease. We additionally hope, as Dr. Chandrasekhar has highlighted, that our study brings attention to how researchers can link publicly available datasets to answer questions of significant clinical relevance and develop targeted public health interventions. Dr. Chandrasekhar has raised a number of methodological points that are worthy of consideration in performing such an analysis, regarding *1*) the need to use multilevel modeling and *2*) the risk of the ecological fallacy.

Dr. Chandrasekhar makes note of the use of multilevel modeling to account for geographical correlation in data structures that take into account neighborhood- and individual-level factors. Although multilevel modeling is frequently used in analyses of geographic factors and disease, this approach requires a significant number of units within each group (census tract in our case) to ensure the stability of the fitting algorithms and to estimate SE. The literature recommends including at least 25 individuals per group for such an analysis, but there were on average only four subjects per census tract ([@bib2]). As a result, we used standard survey methods in our study, with sample weights and strata provided in the National Health Interview Survey. This accounts for the complex survey design and adjusts the variances for clustering within the sampling unit.

Regarding the risk of the ecologic fallacy, we agree that this represents a potential limitation when census-level characteristics cannot be reduced to the individual level. Our primary goal, however, was to understand the geographic areas with the highest burden of COPD. We ultimately believe that future research should focus on studying COPD in poor, rural areas to better elucidate individual-level effects and characteristics.

We thank Dr. Chandrasekhar for her thoughtful observations. She has raised a number of important points that are worth considering in future analyses that aim to describe the combined impact of neighborhood- and individual-level factors on disease. We hope that our findings pave the way for future investigations into the risk factors for COPD that contribute to health disparities among individuals residing in rural and poor communities.
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